against the tuberculide idea was, that though it was possible that tuberculides on the face might show less tendency to break down than when occurring on other parts of the body, yet when these lesions occurred on other parts of the body they took on the same characters as when on the face, and they did not resemble the tuberculides usually met with, say, on the arm. Darier, in his " Pr6cis de Dermatologie," was inclined to class acnitis with the hypodermic tuberculides. The most marked feature in tuberculides was their tendency to break down, and their tardiness in healing, as well as the fact that they left a pitted scar. When these lesions occurred on the body or limbs they did not do that. This condition usually occurred in robust people, and he did not think sufficient evidence had been adduced to prove that they were tuberculides.
Recurrent Bullous Eruption on the Legs.
THE patient, a man, aged 53, had suffered from lesions of the skin for some twenty-five years. For the last twelve years he had had blisters breaking out on the legs more or less continuously, but, before this, ulcers, not preceded by any blisters, used to form chiefly on the thighs and legs, but also on the upper limbs. He was seen by Dr. Radcliffe Crocker in 1909, and was said to have a tuberculous granuloma on the left leg, 1l in. by 1 in. in size. He had been subject to enlarged glands in the neck for many years past, they were noted in 1909, and when first seen by the exhibitor about a year ago he had a discharging sinus in his neck from a ruptured glandular abscess, and had also signs of active pulmonary tuberculosis. At the present time the pulmonary trouble was more or less quiescent, no tubercle bacilli could be found in the sputum, and the patient's general health had improved, but he still had enlarged glands in the neck. There was no history of syphilis, and Wassermann and luetin reactions were negative. There were no marked blood changes and no eosinophilia. The patient was found to have numerous large irregular scars on the thighs and legs, a large scar on back of left elbow, and several small pitted scars about the forearms. The large scars on the thighs were superficial, thin, and had a very irregular outline: scattered through these scars were numerous pinheadsized yellow raised spots. The active lesions at the present time were of the vesicular and bullous type. During a stay of some weeks in hospital numerous lesions had come out; they were mostly of two types, small red pinhead to pea-sized bright red patches, non-infiltrated, becoming vesicular, or large bullae varying in size from a pea to a walnut, containing at first clear fluid which rapidly became purulent. These bullk and vesicles dried up and often left behind a pigmented atrophic area.
Histologically the smaller lesions showed marked changes in the vessels of the papillk and papillary layer of the skin. There was marked endo-and perithelial proliferation and an exudate of fluid and leucocytes which passed through the rete mucosum, and tended to collect in the region of the granular layer of the epidermis which had been broken up and destroyed in the area affected: a vesicle was thus formed between the horny layer and the rete.
The case was shown with the idea of obtaining an opinion as to the nature of the lesions. The exhibitor wished to make the suggestion that they might be tuberculides, but he was unable to find such cases described, and he had no evidence to go on beyond the fact that the patient was undoubtedly suffering from tuberculosis of a more or less severe type, that the lesions had recurred for many years, and that some of them left definite atrophy. The sections did not suggest tuberculosis, and no tubercle bacilli had been found. Dr. GRAY replied that he had no views as to what the scarring was caused by. He only had the help of Dr. Crocker's diagnosis from the single lesion on the leg. The case reminded him of another which he exhibited as "' (?) potassium iodide eruption," in June, 1912.1 He has since come to the conclusion that this diagnosis was incorrect, as recurrence had taken place without the exhibition of potassium iodide. The appearance of some of the lesions on the legs was almost identical with those in this patient; there were also marked pulmonary lesions and suppurating glands in the neck, as well as severe nephritis. There were numerous small red spots with central vesicles on the legs associated with other ulcerating lesions. Dr. Whitfield expressed the opinion that they might be tuberculous. He therefore thought tuberculosis might be a definite atiological factor in this case also. The idea that it might be streptococcal entered his mind, but dressing the lesions with 1 in 4,000 perchloride made no difference to them. He therefore thought it unlikely that the lesions were impetiginous. I Proceedings, 1912, v, p. 149 
